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More research is needed on the long-term outcomes of children
adopted from other countries

C
elebrity adoption was one of the
media sensations of 2006, the year
every British newspaper suddenly

had an opinion about intercountry adop-
tion. What some praised as the altruistic
rescue of a child from poverty and early
death, others criticised as an adult-driven,
largely commercial transaction. Few edi-
torials considered the consequences for the
child growing up in a ‘‘rainbow family’’ far
from home or the plight of those children
for whom rescue was not an option.

Unlike newspaper editors, paediatricians
instinctively support policies that are in the
best interests of children. However, form-
ing an opinion about intercountry adoption
can be an ethical minefield. While adopters

are often driven by humanitarian motives,
the children they crave are potentially very
saleable items in unscrupulous hands. Few
would wish to insult the good intentions of
adoptive parents. However, it would be
naive to deny that corruption and crimin-
ality can exploit the desperation of parents
caring for children they can ill afford and
the yearnings of those with none.

In a perfect world without war and
gross inequities in living conditions,
intercountry adoption would not exist.
To leave the country of one’s birth and
culture is to undertake an uncertain and
hazardous journey which, given a free
choice, few would attempt. For a child,
this is also a risky and disempowering

process. The decision to move is normally
made for a child rather than by the child.
Children move from the familiar to the
different and from fitting in to standing
out. While the change is often from
poverty to relative wealth, wealth alone
cannot guarantee a better life.

THE DEMOGRAPHICS OF
INTERCOUNTRY ADOPTION
Intercountry adoption started in North
America primarily as a philanthropic
response to the devastation following
World War II and initially involved
children moving from orphanages in
Europe to North America.1 As a more
global phenomenon, it has grown rapidly
since 1990 when the world first discov-
ered Romanian orphans. In affluent
societies, increasing demands for chil-
dren, particularly babies, coupled with a
marked decrease in domestic adoption
has fuelled this growth. The internet has
also increased public awareness about the
availability and unmet needs of children
in developing nations from where the
vast majority of adoptions now originate.

Although accurate, up-to-date statistics
are extremely difficult to obtain, inter-
country adoption probably represents the
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silent global movement of about 30 000
children per year moving between 100
different countries. In 1998, the main
receiving countries for children were the
USA, France, Italy, Canada, Sweden,
Switzerland and the Netherlands. The
main countries of origin were Russia,
China, Korea, Guatemala and Vietnam.2

In the USA, the number of visas issued to
‘‘orphans’’ doubled in 10 years from 9102
(1988) to 16 396 (1998). In France, there
was a 50% increase in 10 years from 2441
(1988) to 3777 (1998).2

In England and Wales, the numbers
involved are small. Official data collection
only started in 1993 and government
statistics are based on the number of
approved intercountry adopter applica-
tions not the number of children brought
into the country. Countries with less than
five applications are not counted. In 2006,
there were 270 intercountry adoptions
(367 in 2005).3 Anecdotal evidence sug-
gests applicants tend to live in London
and the Home Counties, a distribution
probably reflecting the substantial costs
of adopting abroad. In 1998, the inter-
country adoption rate in the UK per 1000
live births was only 0.4 compared with
Norway (11.2), Sweden (10.8), Denmark
(9.9) and the USA (4.2).2

THE HAGUE CONVENTION (1993)
Alongside this growth in intercountry
adoption, the international community
has made very significant attempts to
control the process. The underpinning
ethical principles were first introduced
in Article 21 of 1989 UN Convention on
the Rights of the Child.4 The detailed
implementation was left to The Hague
Convention in 1993 agreed in the after-
math of the Romanian crisis.5

The Hague principles seek to put the
best interests of children first.
Contracting states must ensue that the
abduction, sale and trafficking of children
is prevented. Children must be protected
against the risks of illegal, irregular and
ill-prepared adoptions abroad. The child
must have been freely given up for
adoption. No financial inducements of
any kind can be made. Efforts must have
been made to place the child in a family
in their home country. The receiving state
must confirm that the adopted child will
be given permanent residence and that
potential parents have been comprehen-
sively assessed as suitable adopters. Each
convention state must appoint a non-
profit making central adoption authority.5

At the time of writing, 67 countries,
including most of the major receiving
countries, have ratified or acceded to the
Convention including the UK (on 1 June
2003). More problematically, most of the
states of origin from which children are

being adopted have either not accepted
the Hague principles or are at a very early
stage of implementation.

Children from convention countries are
considered legally adopted on their arrival
in the UK and automatically receive
British citizenship. Children adopted
from non-convention countries need to
be re-adopted in a UK court before the
adoption is legally recognised. It is only
this second group of children who are
subject to a local authority monitoring
process and who will have medical
examinations as a prerequisite of their
British adoption.6–8

THE REALITY OF ADOPTING
ABROAD
There are no published data although
anecdotal evidence suggests that British
intercountry adopters are articulate and
well educated. Many have lived and
worked in their chosen country. Most
act upon humanitarian motives. Others
mistakenly believe that adopting abroad
involves less bureaucracy or that it will be
easier to adopt a very young child. In the
past, they have struggled against unspo-
ken prejudice and even outright profes-
sional hostility with few local authorities
providing help or post-adoption support.
They have also had to manage frustrat-
ingly long delays in both countries sup-
ported only by the voluntary sector or
other adopters.

This situation changed on 1 June 2003,
when the UK Adoption (Intercountry
Aspects) Act 1999 came into force. Now
regardless of the country involved or their
relationship to the child, anyone wishing
to adopt a child overseas must undergo
the same procedure as domestic adopters.
Before travelling abroad to meet a child,
all adopters must be formally approved by
their local adoption panel. Once the child
is back in the UK, adopters can now
request post-adoption support.6–8

Unlike domestic adoption however,
adopters are still expected to become
experts in the adoption practices of the
chosen country, make all initial enquiries,
identify a child and pay the full costs. In
terms of potential health risks, adopters
are advised to obtain comprehensive,
local, public health information, although
this information is frequently unobtain-
able or unreliable. Although it is now
illegal to pay the birth parents or any
intermediary, third party payments for
genuine expenses must be met. Social
services currently charge between £4000
and £5000 for the pre-adoption home
study and when travel, accommodation
and legal expenses are included, the
minimum cost is at least £10 000
($19 500, J15 000). The whole process
can take up to 3 years.

DOES ANY OF THIS MATTER TO
PAEDIATRICIANS?
A newly arrived, clean, well-dressed child
can easily mislead, particularly when the
examining doctor is a paediatrician or
family practitioner with little experience
of either domestic or intercountry adop-
tion. Yet the child could have medical
problems that are rare or unknown in the
developed world. American research indi-
cates that 81% of these problems are only
detected by screening and are missed by
physical examination.9

Tropical infections, severe malnutri-
tion, prolonged institutionalisation and
exposure to heavy metals have long-term
consequences. Family histories are
unknown in abandoned children.
Prenatal drug or alcohol misuse, obstetric
complications or positive tests for blood
borne viruses can be deliberately con-
cealed. Physical examinations can miss
developmental delay. Neonatal screening
tests and immunisations may be incom-
plete. Medical reports need to be trans-
lated and interpretation is often
compounded by differences in medical
culture.10

One American study looked at 452
Chinese children (443 girls) adopted in
2000. Of these, 75% had developmental
delay, 39% had growth retardation, 13%
were anaemic, 10% had abnormal thyroid
function, 28%, had hepatitis B, 9% had
intestinal parasites and 3.5% tested posi-
tive for tuberculosis.11 One of the few
British studies looked at 35 children
adopted into Hampshire. Medical reports
were available in 63%, but most were
poorly completed with little information;
69% had required treatment abroad for
infectious diseases, failure to thrive,
anaemia or rickets. One child had an
untreated hemiplegia diagnosed as a
‘‘problem with one leg’’. Screening tests
found hepatitis B, abnormal haemoglobin
and a chronic salmonella carrier.12

In the USA, where specialised inter-
country adoption clinics have existed for
over a decade, there is a nationally
recommended schedule of screening tests
for all children.13 14 The schedule includes
screening for anaemia, haemoglobinopa-
thies, HIV, syphilis, hepatitis, TB, para-
sites, hypothyroidism, rickets and lead.
All children have their vision and hearing
tested and a developmental assessment.
Immunisations given in orphanages are
repeated. This comprehensive medical
screening is rare in the UK where the
total responsibility for securing health is
placed on the adopters. This position is
unacceptable and leaves children at risk.

The British Association for Adoption
and Fostering (BAAF) has now issued
guidance adapted from American recom-
mendations.15 16 The regularly updated
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UNICEF website with individual country
health statistics is another useful tool.17

THE ROMANIAN EXPERIENCE
Adoption in Romania illustrates both the
best and worst aspects of intercountry
adoption and has led to the most com-
prehensive British study on outcomes of
early deprivation. Since 1990, 30 000
Romanian children have been adopted
abroad, 1200 within Britain.18 The English
and Romanian Adoptees Study Team
(ERA) followed up 165 of these children,
adopted before 42 months, comparing
them with 52 non-deprived UK adoptees
placed before 6 months.

The Romanian children had been con-
fined to their cots in impersonal unsani-
tary institutions with insufficient food
and no opportunities for play.19 Although
initially 50% were malnourished and 60%
were severely developmentally delayed,
by the age of 4 most had caught up with
their British counterparts.20 However,
further studies at the ages of 6 and 11
showed that severe institutional privation
was particularly associated with attach-
ment disorders, inattention/over-activity
and quasi-autistic behaviours. There were
no discernable effects if the institutiona-
lisation occurred before the age of
6 months. Thereafter, the marked adverse
effects persisted at the age of 11 for many
of the children who were over 6 months
on arrival.21 22

Although there is marked heterogene-
ity in the outcomes, it seems that after the
first critical 6 months of life, severe
deprivation can lead to long-term psy-
chological impairment. It is also clear that
the effects are neither universal nor fixed
and there is no significant ‘‘dose–
response’’ relationship between the dura-
tion of deprivation and the outcome.
Profound deprivation is also compatible
with normal psychological functioning.
One fifth of the children who had spent
the longest time in institutions showed
normal functioning. The behavioural out-
comes were unaffected by the quality of
the adoptive home.21 22

Today Romania is making strenuous
efforts to rehabilitate children and 170
orphanages have closed. Spending on
antenatal care and family planning has
increased. Foster families and volunteers
have been recruited to work with aban-
doned children. The government has
spent heavily on public education to
stamp out the idea that children are a
saleable commodity, a viewpoint encour-
aged by the vast sums made from child
trafficking in the 1990s.

In 2005, Romania banned international
adoptions. Government officials claim
that the ban has helped them to concen-
trate on proper substitute childcare.

Opponents claim it is denying children
the chance of a family. Powerful
American adoption agencies, backed by
Italy and France, continue to lobby hard
for a repeal. However, the European
Union strongly supported the adoption
ban and even insisted on continuing
childcare reform as a condition of
Romania’s bid for EU membership.18

THE LONG-TERM OUTCOMES
Growing up is challenging for children
from stable backgrounds. Intercountry
adopted children have had a sharply
defined historical, geographical and social
break in their life histories. They grow up
looking different from their parents,
family and friends. Unlike immigrants,
they do not grow up in bilingual house-
holds in contact with their extended
family and culture. Whether this has
damaging long-term effects on identity
and self-esteem is an unresolved issue.

Many adoptees are now reaching ado-
lescence in Western Europe and the USA.
Research studies, which are almost exclu-
sively Scandinavian, Dutch and
American, into the mental health and
social adjustment of these young adults
have produced conflicting results. Some
suggested that substantial numbers
became increasingly maladjusted as they
grew older, with higher than average
rates of suicide and mental health pro-
blems,23 24 while others suggested a more
favourable outcome.25 An overview of the
Scandinavian experience concluded that
although 75% were managing well, 25%
of adolescents were experiencing pro-
blems linked to learning, identity and
ethnicity.26 American research suggests
that the best outcomes are found in a
nurturing environment, where a willing-
ness to acknowledge physical differences,
openness about the child’s origins and
help in dealing with the potential conflict
of cultures exists.27

SO WHAT IS ALL THE FUSS ABOUT?
Intercountry adoption is not going to
stop. The number of children involved is
increasing. Intercountry adoption must
therefore be a service driven by the needs
of children. It is not the solution to child
abandonment. It does not empty orpha-
nages nor address child poverty in devel-
oping countries. It rescues one child but
many are left behind. Driven by a power-
ful demand for babies, it is unlikely to
provide families for older children, sibling
groups, special needs or disabled children.
Only governments can permanently
change the lives of all a nation’s children
by prioritising maternal and child wel-
fare.

All children have the right to be cared
for by their parents within the traditions

of their family and land of birth. Any
alternative should be considered a last
resort. Children are a nation’s most
precious resource and few countries
should want to let them go easily. All
governments could do more to ensure
that they have a firm control over inter-
country adoption and practice it with
integrity.

Globally, there is a pressing need for
basic data and further research into
outcomes. Virtually nothing is known
about the fate of the children adopted
into the UK. Very little international
attention has been paid to the plight of
birth parents or siblings left behind.
British paediatricians and child psychia-
trists need to become more knowledge-
able about the unique health and
psychological problems of intercountry
adoption. Above all, more research is
needed on the long-term outcomes for
children who have grown up far from
home and their issues of identity, culture,
belonging and loss. Children transplanted
from one culture to another deserve to
have their chances of rejection reduced to
a minimum.
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